Studies showing that Asians with a body mass index (BMI) at the high end of the 'normal' range are at increased risk of disease do not justify a different definition of obesity for that ethnic group without comparable data from Caucasians showing no similar increase in risk. The current BMI cutpoints for obesity are somewhat arbitrary, but there is value in a simple, uniform definition across populations. It seems prudent to separate the scientific construct of obesity from the politically linked, nationally specific BMI cutpoint used to trigger public health or clinical action. International Journal of Obesity (2003) 27, 1297-1299. doi:10.1038/sj.ijo.0802417
There are few, if any, proponents of public health that would argue against a rejuvenation of disease prevention programs and putting obesity at the forefront of the health agenda of countries in Asia, as well as the rest of the world. The recent unprecedented growth in the worldwide epidemic of obesity is a stunning call to action. Nevertheless, I remain skeptical of the wisdom of defining the word 'obesity' differently in different ethnic groups. 1, 2 Here, I respond to points made by Anoop Misra 3 in his support of varying body mass index (BMI) cutoffs for obesity by ethnicity. Specifically, I will address the interpretation of studies that detect elevated risk at BMI levels below 25, the use of studies of mortality to set policy guidelines, and the duality of scientific vs political approaches. Clinicians and policy makers have advocated strongly for practical guidance on how to define overweight and obesity, and thus BMI cutpoints have been created. The use of a single standard for BMI cutpoints worldwide facilitates comparisons across studies. However, we must not forget that the bounds chosen to define overweight and obesity (conveniently divisible by 5) are arbitrary in many respects. Investigators who support the need for lower cutpoints for obesity among Asian populations often point to data that show increased risk of disease-related outcomes at BMIs lower than 25. Implicit in their arguments is the assumption that there is no increase in disease below a BMI of 25 among individuals of European descent (the primary population studied in the derivation of the cutpoints of 25 and 30), and that there is a threshold at a BMI of 25 where the slope of the association between BMI and disease risk converts from flat to positive. Neither of these assumptions is true. As one of many possible examples, Resnick et al 4 compared the incidence of diabetes in Americans over 20 years of followup using data from the National Health and Nutrition Examination Survey Epidemiologic Follow-up Study . Compared to a BMI of o20, the age-adjusted relative risks for diabetes in white women were 1.38 for BMI 20 to o22 and 2.31 for BMI 22 to o24.
One could argue that BMI cutpoints should be lower in all populations, not just in Asians, and data such as those of Resnick et al 4 would support this argument. However, data
showing increased risk below a BMI of 25 in Asians do not justify differential cutpoints for Asians as opposed to Caucasians without comparative data from Caucasians, studied using similar methods, that show differences in the two groups. One study that has contrasted results from Asians and Caucasians is the Asia Pacific Cohort Studies Collaboration study of over 300 000 participants in 33 countries (APCSC). 5 The investigators found no interaction by ethnicity between Asian and Caucasian participants (the latter from Australia and New Zealand) for the associations of BMI with ischemic heart disease (P ¼ 0.4) or stroke (P ¼ 0.2). 5 Thus, this large study did not indicate a need for ethnicspecific cutpoints. It may be coming, but I have yet to see a convincing body of literature, directly comparing ethnic groups, that supports the contention that morbid outcomes associated with elevations in BMI are profoundly different in Asians compared to Caucasians. We recently published an examination of several studies on the association between BMI and mortality in Asians. 6 The studies reviewed did not indicate that a BMI within the range of 18.5-25 was associated with increased mortality, and, in general, increases in mortality rates were observed only at BMI levels above 30. Mortality is the outcome on which recommendations for weight for height have been based since the time of the Metropolitan Life Insurance Studies. 7 Mortality is highly relevant, unique, and easily and precisely measured. I agree with Misra that mortality can be criticized as too extreme and too influenced by factors other than morbidity. An outcome that captures years of healthy, functional, high-quality life would be of great interest, and research in this area is needed.
It is difficult to defend the use of any one disease over others to set standards for obesity, and risk factors (for example, blood pressure, plasma cholesterol or C-reactive protein) have little to offer as outcomes for use in the establishment of weight standards. Risk factors generally do not by themselves affect quality or length of life, but are of importance because they are related to 'hard outcomes' (such as amputation as a result of peripheral vascular disease, stroke, myocardial infarction or cancer). Since the associations between risk factors and the development of hard outcomes often vary by ethnic group, basing ethnic-specific standards on risk factors has little appeal. For example, a population could have a higher average plasma cholesterol at a given BMI than another population, but be relatively resistant to the effects of cholesterol on heart disease. Only if associations between a risk factor and a condition that reduces the quality of life can be shown to be equivalent in two groups does it seem logical to use differences in the association of BMI with risk factors to set policy. Without such evidence, it cannot be assumed that risk factors will have the same impact on hard outcomes across ethnic groups. In addition, it cannot be assumed that crosssectional associations with BMI represent what would be found in longitudinal data since many diseases that are impacted by BMI can also impact BMI.
As important as the choice of outcome to use for the comparison of risk among ethnic groups is the choice of the measure of risk assessment. We compared associations with BMI in women from two different ethnic groups using four different outcomes (mortality, diabetes, hypertension and hypertriglyceridemia) and three different risk estimates (absolute risk, relative risk and risk difference). 8 We found that a higher, a lower, or a similar BMI cutpoint for obesity could be recommended for African-American women relative to white women, depending on the measure of effect used to make the comparison. Driving this phenomenon were differences in the rates of disease at the reference BMI level, and the impact of these differences when using a multiplicative as opposed to an additive risk assessment (see 8, 9 for illustrations of this concept).
Finally, scientific as opposed to political realities must be appreciated in the consideration of cutpoint selection. Scientifically, it can be questioned as to why the issue of having customized BMI cutpoints for obesity has focused on ethnicity. Using the same logic as that applied to ethnic groups, a case could be made for different BMI cutpoints for obesity for individuals of different educational levels, family medical history, fitness level as well as other characteristics. For example, we have shown that the risk of developing diabetes over 9 years of follow-up in obese as opposed to normal weight women differs by ethnicity in AfricanAmerican compared to white women, but risk also differs by educational level and family history of diabetes. 2 The respective differences in the rate ratios for obesity by ethnicity, education (ohigh school vs Zhigh school) and family history of diabetes (yes vs no) were 2.0, 2.1 and 2.3, and the differences in the rate differences were 2.0, 1.5 and 4.4/1000 person-years. Thus, the data support the use of different obesity cutpoints for different educational levels and different family histories, as well as for different ethnic groups.
The objective evidence that, at the same BMI, Asians on average have a higher percent body fat and a greater waist circumference than Caucasians is convincing, 10, 11 as is the literature showing that at the same BMI African Americans have a lower percent body fat and smaller waist circumference than white Americans. [12] [13] [14] In addition, there is a considerable amount of evidence that the BMI associated with the lowest mortality is higher in African Americans than in white Americans. 15, 16 Nevertheless, parallel arguments to increase the BMI cutpoint for obesity in AfricanAmericans are not heard from those advocating lower cutpoints in Asians. So, why the focus on changing the cutpoints based on Asian ethnicity? It is likely because separate political bodies make policies for different nations, and these nations are often predominantly populated by a certain ethnic group. Given the enormous stigma attached to obesity and the sensitivity of ethnic issues, it seems unlikely that formal policies setting different cutpoints for different ethnic groups would ever gain support in a multiethnic society such as the US. However, the assignment of different BMI cutpoints for an entire, predominantly Asian nation is a different matter politically. I am sympathetic to arguments that it might be expedient to have a lower BMI cutpoint for obesity in some Asian countries to help win attention and gather resources for obesity treatment and prevention programs before average body weights reach the levels seen in other parts of the world. This is not a scientific argument, but a political one. I continue to support the recommendation of Ethnic-specific revisions of body mass index cutoffs J Stevens the WHO consultation to provide guidance for countries to choose the BMI cutpoints that are the most useful as action levels based on population-specific issues. 17 It seems prudent to separate the scientific construct of obesity from the politically connected, nationally specific BMI cutpoint used to trigger action.
